Measurement of cardiac haemodynamics in neonates has always been difficult because it has required invasive techniques. There is, therefore, a paucity of good data particularly about the haemodynamics of the right heart.
By applying the modified Bernoulli equation to Doppler ultrasound measurements it is possible to estimate right heart systolic pressures non-invasively. The technique depends on tricuspid regurgitation being detected by Doppler echocardiography and has been validated extensively by simultaneous Doppler cardiac catheterisation studies both in adults and children. '" In neonates, clinically detectable tricuspid regurgitation is present in persistent pulmonary hypertension of the newborn and after birth asphyxia.' It can present as a transient pansystolic murmur in healthy newborn infants. 9 Tricuspid regurgitation can be detected by Doppler in normal healthy subjects without clinical signs, allowing quantification of right heart systolic pressure in the normal population without resorting to invasive methods.'"'2 Tri- cuspid regurgitation detected by Doppler in the absence of clinical signs, however, may be less common in neonates than in older patients. ' Skinmer, Boys, Hunter, Hey when pulmonary arterial pressure is expressed as a ratio of systemic blood pressure ( fig 3) the results from the two groups are almost identical. Differences in the pulmonary: systemic arterial pressure ratios between the preterm and term groups were assessed by relating group and age to the logarithm of the ratio using multiple linear regression. There was no significant difference between the groups (p>08). The change with time is partly related to the fall in pulmonary arterial pressure, but it is also related to an increase in systemic blood pressure, which is most obvious in the preterm group. (fig 2A) . Statistical comparison was made by the same method as we used to compare the term and preterm groups-that is, the logarithm of pulmonary arterial pressure was related to group and age using multiple linear regression. Some babies in our study had serial measurements, but the study of Emmanouilides et al was entirely cross sectional. To permit valid statistical comparison between these two different types of data, one value was selected at random from each of the five babies in our study who had multiple values. The data exhibit considerable variability and this is only partially explained by the regression model. There were no significant differences between the groups overall (p>05) or the way in which the pressure fell with time (p>0 8).
DUCTAL FLOW
We studied the pattern of ductal flow using continuous and pulsed wave Doppler as described. The flow pattern obtained was compared with the ratio of pulmonary:systemic arterial pressures in those babies with both measurable tricuspid regurgitation and a patent duct. Eleven babies with measurable tricuspid regurgitation had bidirectional flow (forward in systole, backwards in diastole). The ratio of pulmonary to systemic arterial pressure in these babies was between 0-88:1 and 122:1. High velocity left to right flow with maximal velocity in late systole was seen in seven babies with measurable tricuspid regurgitation and their arterial pressure ratios ranged from 0-49:1 to 0-66: 1 
